Background-During the early 1990s in the U.S., changes to the provision and financing of alcohol treatment services included reductions in inpatient treatment services and in private sector spending for treatment. We investigated trends in alcohol services utilization over the 10-year period from
INTRODUCTION
The utilization of alcohol treatment services has historically fluctuated with changes in public policy and the organization and financing of the U.S. healthcare system. During the 1980s, private sector alcohol treatment services expanded, significantly increasing the number of people reporting the use of alcohol treatment services (Weisner et al., 1995) . This expansion was primarily brought about by the federal government's emphasis on privatization, deregulation and federalism, and new state mandates for minimum insurance coverage for alcohol services (Schmidt and Weisner, 1993; Steenrod et al., 2001) . Subsequent concerns about the rising cost of health care initiated a public policy change away from expansion and toward cost containment. In the private insurance sector, cost containment efforts from 1991 to 1996 were primarily accomplished through the establishment of managed care plans (Mark et al., 2005) . By the end of the 1990s, more than 60% of the total U.S. population belonged to a managed health care plan (Galanter et al., 2001) , and 78% of the insurance market for substance abuse and mental health care was controlled by the managed behavioral health care industry (Weisner and Schmidt, 2001 ).
Efforts to contain health care costs in the 1990s were associated with two major changes in spending for alcohol treatment services, including a sharp decline in spending for inpatient treatment and a reduction in private spending for treatment services. There was a clear shift away from long-term residential services to less expensive, time-limited outpatient services for alcohol treatment (Etheridge et al., 1997; Weisner et al., 1999) . Between 1986 , Mark et al. (2007 noted decreases in spending on inpatient treatment at an average of 1.2% annually, with the largest reduction from 1992 to 1998 at 6.7%. Some managed care practices, including requirements for prior approval, limits on days of care, and increased patient cost-sharing (e.g., copayments, coinsurance, and deductibles) for treatment services, are associated with reductions in treatment spending (Gabel et al., 2007; Mark et al., 2005) . In particular, a 1999 survey of managed care organizations showed that inpatient treatment, unlike other services, almost always required prior authorization (Magura et al., 2002) . Additionally, Mark and colleagues (2005) documented a change from private to public expenditures as the primary funding source for alcohol services in the U.S. They reported 8.3% annual increase, 1991 to 1996, and 5.4% annual increase, 1997 to 2001, in public spending for treatment services, along with a respective 2.4% decrease and 0.1% increase in private insurance spending. By 2003, state and local government spending accounted for 40% of total treatment expenditures, followed by Medicaid spending at 18%, and other federal dollars at 15% (Mark et al., 2007) .
The overall reduction during the 1990s in private spending for alcohol treatment services coincided with decreases in alcohol treatment utilization. From 1992 to 2001, based on data from private health insurance plans for large employers, beneficiaries using any alcohol services declined by 23%, including 17.5% for outpatient services, 53.3% for inpatient services, and 10% for pharmaceuticals (Mark and Coffey, 2004) . A study using National Drug and Alcoholism Treatment Unit Surveys (NDATUS) data showed decreases in both spending (8%) and the number of clients (6%) in specialty treatment services from 1990 to 1994 (Dayhoff et al., 2000) . Private and public sector treatment services presented different patterns of spending during this period (i.e., private spending decreased by 28% and public spending increased by 5%), but similar reductions in the number of clients receiving services, 5% and 6%, respectively. The evidence that managed behavioral health care restricted access to alcohol treatment services has been mixed, showing both increases and decreases in the use of services (Galanter et al., 2001; Steenrod et al., 2001; Weisner et al., 1999) . Managed care encompasses a wide range of products (e.g., health maintenance organization (HMOs), preferred provider organizations (PPOs), and point of service (POS) plans), which vary in alcohol treatment coverage and the use of different practices to control utilization, cost, and quality of care (Horgan and Merrick, 2001; Magura et al., 2002) .
There is little evidence in the literature for how these changes in the organization and financing of alcohol treatment services have affected rates of treatment utilization for Whites, Blacks and Hispanics. U.S. general population studies have primarily examined ethnic group differences in alcohol treatment utilization from a cross-sectional perspective. Schmidt and colleagues (2007) reported no differences in the overall utilization rates of lifetime alcohol services for Whites, Blacks and Hispanics in the general population (total sample: 4.5%-5.4%; alcohol use disorder sample: 14.7%-16.3%) based on the combined 1995 and 2000 National Alcohol Surveys. However, Blacks and Hispanics with higherseverity alcohol problems were less likely to use services compared to Whites. Group differences in the types of services used were also found. Schmidt et al. (2007) showed that Blacks were less likely than Whites to use Alcoholics Anonymous (AA) or to receive help for alcohol problems from a private physician, while Hispanics were less likely than Whites to use a specialty alcohol or drug program.
Data from the 2002 National Survey on Drug Use and Health (NSDUH) suggested a similar need for treatment (i.e., classified by meeting one of three criteria in the past year, including alcohol dependence, alcohol abuse or receiving specialty alcohol treatment) across Whites (8.0%), Blacks (7.4%) and Hispanics (8.6%) (Substance Abuse and Mental Health Services Administration, 2005 ). Yet fewer Hispanics (5.5%) needing alcohol treatment received specialty alcohol treatment (i.e., alcohol and drug rehabilitation program, hospital or mental health center) compared to Whites (8.4%) and Blacks (11.8%). Blacks are reportedly overrepresented in public alcohol programs (Kaskutas et al., 1999; Weisner and Schmidt, 2001) , which may reduce certain barriers to accessing specialty alcohol treatment programs. In particular, Weisner et al. (2002) found that Blacks were more likely than Whites to enter a specialty treatment program regardless of insurance status, while Hispanics with health insurance were less likely than Whites to be in an alcohol treatment program. Despite ethnic group differences, Kaskutas et al. (1997) identified AA or 12-step programs as the most frequently used alcohol treatment service for Whites, Blacks and Hispanics.
The current paper adds to the existing research on temporal changes in alcohol treatment utilization by examining more recent trends in the use of alcohol treatment services, 1991-1992 to 2001-2002 , specifically focusing on White, Black and Hispanic ethnic groups. Weisner et al. (1995) found linear increases in treatment utilization from 1979 to 1984 and 1990, including for overall help seeking and the use of AA, alcohol program, general hospital, and health and mental health program services for alcohol problems. Previous studies of treatment utilization, documented above, overlap the 1991-1992 to 2001-2002 study periods, but do not test differences in utilization trends by ethnicity. Absent from these trend studies is also an assessment of participation in 12-steps meetings or mutual aid. This paper examined the utilization of alcohol treatment in a general population sample of Whites, Blacks and Hispanics. We took a broad view of alcohol treatment services to include alcohol or drug programs, mutual aid, and services provided in mental health, medical and human services settings (Weisner and Schmidt, 2001) . We used National Longitudinal Alcohol Epidemiologic Survey (NLAES) data from 1991-1992 and National Epidemiologic Survey on Alcohol and Related Conditions (NESARC) data from [2001] [2002] to investigate U.S. trends in alcohol services utilization. Changes in overall help seeking or total utilization and the use of alcohol service types were examined across the three ethnic groups.
Based on our review of earlier studies, we expect to find reductions in the use of alcohol treatment services from 1991-1992 to 2001-2002, corresponding with the expansion of cost containment efforts during this time period. We hypothesize that the effect of spending reductions, most profound in the private insurance sector, will be more likely to impact Whites compared to Blacks and Hispanics. Despite the predicted greater declines in treatment use for Whites from 1991-1992 to 2001-2002 , we expect that Black and Hispanics will be less likely than Whites to ever use alcohol treatment services, particularly at higher levels of alcohol severity. Different rates of utilization are also hypothesized between Whites, Blacks and Hispanics for some types of alcohol treatment services. Relative to Whites, Blacks will be less likely to use help from a private health professional for alcohol problems and Hispanics will be less likely to use an alcohol or drug program. Mutual aid or 12-step meetings are expected to be the most frequently used alcohol treatment service regardless of ethnic group membership.
METHODS
The National Institute on Alcohol Abuse and Alcoholism (NIAAA) sponsored the 1991 -1992 NLAES and the 2001 NESARC (Grant et al., 2004 . These surveys were designed to assess the magnitude of alcohol use disorders and their associated disabilities in the general population. The U.S. Bureau of the Census conducted the fieldwork for both surveys using face-to-face interviews and trained interviewers. The overall survey response rate for the NLAES was 90%; the household response rate 92% and the person response rate 98%. The response rates for the NESARC were comparable, with an overall response rate of 81%, a sampling frame response rate of 99%, and household and person response rates of 89% and 93%, respectively. A multistage stratified probability sampling method was utilized to select the NLAES and NESARC samples.
The NLAES was a nationwide household survey involving 42,862 respondents (National Institute on Alcohol Abuse and Alcoholism., 2008). The sample was representative of civilian, non-institutionalized adults, 18 years of age and older, living in the contiguous United States and the District of Columbia. Military personnel living off-base were included in the sample. There was an oversample of Blacks and young adults (ages 18-29 years). The NESARC included 43,093 respondents. The NESARC was a national sample representative of civilian, non-institutionalized adults, aged 18 and older, residing in the United States including all 50 states and the District of Columbia (Grant and Dawson, 2006) . Military personnel living off-base and residents in non-institutionalized group quarters housing, such as rooming houses, motels, college quarters, group homes and shelters, were sampled. Black and Hispanic households, in addition to young adults (ages 18-24 years) were oversampled in the survey. We excluded NESARC respondents residing in Alaska and Hawaii from the current study since the states of Alaska and Hawaii were not included in the NLAES sampling plan.
This general population study included White, Black and Hispanic drinkers from the NLAES (N = 26,561) and NESARC (N = 26,249) and a subsample of respondents with a lifetime Diagnostic and Statistical Manual, fourth edition (DSM-IV) (American Psychiatric Association, 1994) alcohol use disorder (NLAES: N = 7,077; NESARC: N = 11,358) . Respondents who reported drinking 12 or more drinks on a lifetime basis were defined as drinkers. The Alcohol Use Disorder and Associated Disabilities Interview Schedule-DSM-IV Version (AUDADIS-IV) was administered for both the NLAES and NESARC. The AUDADIS-IV generated diagnoses for alcohol abuse and dependence, defined as meeting criteria for at least one out of four symptoms for abuse and at least three out of seven symptoms for dependence. The diagnosis of alcohol use disorder included respondents that met lifetime criteria for either abuse or dependence or both. In test-retest studies, the reliability of AUDADIS-IV alcohol abuse and dependence diagnoses were reported to be good to excellent (Grant et al., 1995) . The kappa coefficient for past year alcohol abuse and dependence was 0.76 (± 0.05 SE), and 0.73 (± 0.06) for prior to past year abuse and dependence.
Based on the 1991-1992 NLAES, Grant and Dawson (1999) reported a lifetime alcohol use disorder rate of 18.2% in the U.S. population. Hasin et al. (2007) 1991-1992 to 2001-2002 . Some methodological differences in the construction of the alcohol abuse and dependence diagnoses between the surveys may account for the lifetime increases in alcohol use disorders. Grant et al. (2004) noted the addition of some new questions in the NESARC used for determining the abuse and dependence symptoms of hazardous drinking, tolerance, and continued drinking despite recurrent physical or psychological problems, as well as differences in how the two surveys measured the duration of a symptom (i.e., the repetitiveness with which a symptom occurred). These differences in the operationalization of alcohol abuse and dependence were reported to be minor when applied to 12-month diagnoses , but their impact on lifetime diagnoses requires further investigation.
Measures
Alcohol Services Utilization-Lifetime measures of alcohol treatment utilization were utilized to allow adequate sample sizes for analyses conducted in Whites, Blacks and Hispanics. In both surveys, drinkers were asked if they ever sought help (yes or no) for reasons related to their drinking. Follow-up questions assessed contact with specific types of professionals, organizations and/or programs for help with alcohol problems. Horgan and Merrick (2001) organized the variety of services that make up the alcohol treatment system into three sectors: 1) specialty programs for alcohol or drug use and mental health disorders, 2) non-specialty medical services (e.g., primary care and emergency rooms), and 3) other sectors (e.g., self-help groups and human services). For this study, we expanded these sectors to include five categories, 1) specialty programs, 2) non-specialty medical services, 3) mutual aid, 4) non-specialty human services and 5) other services. The NLAES and NESARC surveys contain similar questions regarding the use of these alcohol treatment categories, but there are some differences which we have noted below. Specialty programs were defined separately in the study by two variables. 1) Alcohol or drug programs included alcohol detoxification clinics and alcohol or drug rehabilitation programs. 2) Mental health services consisted of those provided by an inpatient psychiatric ward or general hospital, community mental health center, outpatient clinic, or outreach and day or partial patient program. The NLAES asked about the use of these services in four separate questions, while the NESARC combined these services into two questions (i.e., "Ever went to inpatient ward of a psychiatric/general hospital or community mental health program" and "Ever went to outpatient clinic, including outreach and day/partial patient program"). Non-specialty medical services for this study also included two variables, i.e., 1) care by a private health professional and 2) emergency room care. The health professional variable represented help provided by a private physician, psychiatrist, psychologist and social worker, but not a natural therapist (i.e., a profession excluded from the NESARC survey). The NLAES used separate questions to ask about help provided by these four health professionals, while the NESARC had one question asking about help provided by a "private physician, psychiatrist, psychologist, social worker, or any other professional". Both surveys asked about the use of an emergency room (ER) as an alcohol treatment service. Only the NESARC question restated ER utilization "because of drinking". Mutual aid for this study involved participation in 12-step meetings for Alcoholics Anonymous (AA), Narcotics Anonymous (NA) and/or Cocaine Anonymous (CA). The NESARC asked about participation in AA, NA or CA and other 12-step meetings in a single question. The NLAES measured AA, NA and CA participation in two questions; one question for AA meetings and a second question for NA or CA meetings. For this study, non-specialty human services was one variable, representing alcohol services provided by a family or social service agency and an employee assistance program. Other service types represented those services with low rates of use in the population, including clergy, halfway house, and crisis center. The NLAES had additional questions about the use of vocational rehabilitation and methadone maintenance programs. Because the NESARC did not include questions about these services for alcohol problems, they were not examined for this study.
Socio-demographic Variables-NLAES and NESARC respondents were asked to provide information about their race/ethnicity, gender, age, level of education, income, marital status, and health insurance coverage. For the purpose of this study, age was categorized into five groups (i.e., 18-29, 30-39, 40-49, 50-59 , and 60 years and older).
Respondents' highest year of school completed was coded: 1) less than high school, 2) high school or a general equivalency degree (GED), 3) some college or 2-year technical degree, and 4) 4-year college degree or more education. Annual family income had 5 categories, 1) less than $15,000, 2) $15,000 to less than $30,000, 3) $30,000 to less than $50,000, 4) $50,000 to less than $75,000, and 5) $75,000 or more. Current marital status consisted of three groups, including 1) married or living with someone as if married (i.e., cohabitating), 2) widowed, divorced or separated, and 3) never married. Health insurance included, 1) private or employee provided coverage, 2) public insurance coverage (i.e., Medicare, Medicaid, or military health care), and 3) no insurance coverage.
Alcohol Severity-We defined alcohol problem severity by the number of alcohol dependence criteria endorsed by a respondent in his/her lifetime (0-7). The alcohol dependence criteria were based on the DSM-IV, and included 1) tolerance, 2) withdrawal from alcohol or drinking to avoid or relieve withdrawal, 3) drinking alcohol in larger amounts or over a longer period of time than intended, 4) desire or unsuccessful attempts to cut down or control alcohol use, 5) great deal of time spent obtaining, using or recovering from drinking alcohol, 6) giving up or reducing important activities for drinking, and 7) continued use of alcohol despite physical or psychological problems (National Institute on Alcohol Abuse and Alcoholism, 1998; . Earlier studies have used alcohol dependence symptoms to show alcohol severity and to predict the utilization of alcohol services (Kaskutas et al., 1997; Schmidt et al., 2007; Weisner et al., 1995) .
Data Analysis
Our analysis of NLAES and NESARC data examined trends in alcohol services utilization for Whites, Blacks and Hispanics in the general population. The statistical package SUDAAN (Research Triangle Institute, 2008) was used for all analyses due to the complex multistage sample designs used by the NLAES and NESARC. Appropriate weight specifications for the datasets were used (F. S. Stinson, personal communication, June 26, 2006) . These weights corrected for oversampling, non-response and the probability of selection at the household level, and adjusted survey data to the U.S. Census data.
The proportions or mean statistics for socio-demographic variables and alcohol severity were examined by survey year for drinkers and respondents with a lifetime alcohol use disorder. The χ 2 test of independence was used to examine survey year differences on categorical measures, while the independent t-test was applied to continuous data. The χ 2 test of independence also assessed the prevalence of utilization by survey year, disaggregating data by ethnic group and gender within each ethnic group. Analyses were conducted to examine trends in both ever seeking help for drinking or overall utilization and the lifetime utilization of specific services. Trends in utilization were tested separately among drinkers and individuals with an alcohol use disorder (AUD). To adjust for multiple significance testing in bivariate analyses, we used a probability value of < .01 in determining statistically significant findings.
Multivariate logistic regression models examined alcohol services utilization (obtaining services vs. not obtaining services) using a merged NLAES and NESARC dataset. These analyses tested survey year (reference: NLAES, 1991 NLAES, -1992 and ethnic group (reference: White) differences in alcohol services use after controlling other socio-demographic characteristics. Gender (reference: female), age (reference: ages 18-29), education (reference: less than high school), income (reference: less than $15,000/year), marital status (reference: married or cohabitating), health insurance coverage (reference: private or employee), and the continuous variable alcohol severity were covariates in the models.
Five multivariate models were tested for the AUD subsample (N = 18,435), predicting ever seeking help and the utilization of the most common alcohol services (i.e., mutual aid, alcohol or drug programs, mental health services, and private health professionals). Three models were tested for the drinkers sample (N = 52,120), predicting private health professional, ER, and human services utilization for alcohol problems. Non-specialty medical and human services sectors may represent important alcohol services for drinkers or individuals at risk for alcohol use disorders (Horgan and Merrick, 2001) . Multivariate analyses were conducted in two steps. 1) The main effects for survey year (reference: NLAES, 1991 NLAES, -1992 , ethnicity (reference: White) and covariates were tested in predicting alcohol services use. 2) The interaction effects for survey year and ethnicity, and ethnicity and alcohol severity were separately entered into study models. These interaction terms assessed survey year differences in alcohol services use across ethnic groups and the effect of alcohol severity as a moderator of the relationship between ethnicity and treatment utilization, respectively.
RESULTS

Sample Demographic Characteristics by Survey
For drinkers (See Table 1 ), most respondents in the sample were White in 1991-1992 and 2001-2002 . However, the proportions of White respondents decreased and of Black and Hispanic respondents increased between survey years. The majority of drinkers were male with no change over the 10 years. Drinkers were older in 2001-2002 versus 1991-1992 ; the percentages of younger respondents (i.e., 18 to 39) decreased and older respondents increased (i.e., 40 to 60+ years). Similarly, the proportions of drinkers at higher levels of education and income (i.e., some college or more and $50,000 or more) increased. Changes in marriage by survey year showed decreased percentages of being married/cohabitating for drinkers. The proportion of drinkers with private insurance coverage decreased, with corresponding increases in public and no insurance coverage. Drinkers' reported level of alcohol problem severity decreased.
In the AUD subsample, there were no significant changes by survey year in ethnic group membership or gender. Most respondents were White and male in both 1991-1992 and 2001-2002 . Among individuals with AUDs, the proportions of respondents in older age groups (i.e., 40 to 60+ years), with more education (i.e., some college or more) and at higher income levels (i.e., $50,000 or more) increased over the 10 years. A lower percentage of respondents reported never being married in 2001-2002 versus 1991-1992 . Rates of being privately insured decreased, while rates of having public insurance increased and having no coverage showed little change. Alcohol problem severity for individuals with AUDs decreased from 1991-1992 to 2001-2002 .
Trends in Alcohol Services Utilization
For the drinkers sample, there were no survey year differences (Table 2; 1991-1992 vs. 2001-2002) in the prevalence of overall treatment utilization (i.e., ever sought help) for Whites, Blacks and Hispanics. However, the use of some specific treatment services for White and Black drinkers increased from 1991-1992 to 2001-2002 . All Whites and White males showed increased utilization of ER care and human services for alcohol problems, while no changes in utilization were found for White women. We also identified increases in ER care for all Blacks, 'other services' for Black men, and mental health services for Black women. All survey year changes for Hispanic drinkers in the types of service used, including for Hispanic males and females, were non-significant.
Among individuals with an alcohol use disorder (AUD ; Table 3 ), changes in overall treatment seeking were observed for Whites only. The prevalence of ever seeking help for alcohol problems decreased significantly from 1991-1992 to 2001-2002 for all Whites, as well as for White males and females. These decreases ranged from 3.8 to 7.5 percentage points and were larger for White males compared to White females. We also identified significant trends in the use of specific alcohol services, again for Whites but not for Blacks and Hispanics. All Whites showed decreased utilization of alcohol or drug programs, mental health services, private health professionals, and mutual aid. The largest decrease for all Whites was observed for mutual aid. By gender, decreases in the use of alcohol or drug programs, private health professionals, and mutual aid were identified for White males, and in health professional services and mutual aid for White females. Mutual aid (i.e., 12-step meetings) was the most common alcohol service utilized in the AUD subsample, followed by alcohol or drug programs. Other common alcohol services were provided in mental health settings and by a private health professional. Table 4 presents multivariate logistic regression models for the AUD subsample of Whites, Blacks and Hispanics, assessing predictors of overall treatment utilization and utilization of the top four alcohol services (i.e., mutual aid, alcohol or drug programs, mental health services, and private health professionals). Main effects models are presented for alcohol or drug program utilization and health professional care. Significant interaction effects for ethnicity and alcohol severity were found in models predicting ever seeking help, mental health services and mutual aid; interactive models are presented for these utilization outcomes. Relative to Whites, Hispanics were less likely to use alcohol or drug programs and a health professional for help with alcohol problems, while Blacks were less likely to use health professionals. With increasing alcohol severity, Blacks and Hispanics had lower odds than Whites of ever utilizing alcohol treatment. Additionally, Blacks had lower odds of using mental health services and Hispanics had lower odds of mutual aid utilization compared to Whites at higher levels of severity. The interaction effect between survey year and ethnicity was not statistically significant in any of the alcohol services models tested, showing a constant effect for survey year across ethnic groups. Alcohol treatment utilization varied by survey year for overall treatment and for some alcohol treatment services. Respondents in 2001-2002 were less likely than respondents in 1991-1992 to ever seek help and to use a health professional or mutual aid for alcohol problems.
Multivariate Models of Alcohol Services Utilization
Covariates tested in models for alcohol services utilization in the AUD subsample included gender, age, education, income, marital status, health insurance coverage, and alcohol severity. Males were more likely to ever use treatment, alcohol or drug programs, mental health services, and 12-step meetings compared to females, while both genders had similar odds of seeing a private health professional. Older age generally indicated a higher likelihood of using alcohol treatment relative to 18-29 year olds. In particular, respondents 40-49 and 50-59 years of age were more than twice as likely to use alcohol or drug programs and mutual aid. A college education predicted a lower likelihood of total and alcohol or drug program use (compared to < high school), but higher levels of education were associated with increased odds of using alcohol services provided by a health professional. Higher income (compared to < $15,000) predicted lower odds of alcohol services utilization, although not consistently across all income levels. For example, individuals in all higher income levels showed lower odds of utilization for mental health services, while only those individuals with incomes of $50,000 to less than $75,000 were less likely to utilize alcohol or drug programs. Respondents who were separated, divorced, widowed or never married had greater odds of service use in all models. Similarly, public health insurance coverage compared to private coverage was associated with a greater likelihood of overall utilization and the use of all service types. Respondents with neither public nor private coverage (versus private coverage) were more likely to ever seek help and to use mutual aid only. Alcohol severity was a strong predictor of treatment use. In models for alcohol or drug programs and private health professional care, respondents were twice as likely to use services with each added alcohol dependence symptom.
Multivariate logistic regression models for drinkers predicting the utilization of nonspecialty alcohol services in medical and human services settings are presented in Table 5 . Health professional services and emergency room care are main effects models, while human services utilization is an interaction model. The effect of ethnicity on humans services use was moderated by alcohol severity. However, the interaction effect between survey year and ethnicity in predicting utilization was non-significant in all models. Relative to 1991-1992, drinkers in 2001-2002 were less likely to receive care provided by a health professional for alcohol problems, but were more likely to use emergency room care and human services. Whites, Blacks and Hispanics had similar odds of using the ER for alcohol problems. Ethnic group differences were found for health professional care, with Blacks and Hispanics being at lower odds of utilization compared to Whites. At increased levels of severity (an ethnicity-alcohol severity interaction effect), Hispanics were less likely than Whites to utilize alcohol services provided in a human services setting.
Being separated, divorced or widowed and having public health insurance coverage consistently predicted a greater likelihood of alcohol services utilization among drinkers. For health professional and ER care, increased alcohol severity predicted more than 2 times the likelihood of utilizing services. Males were more likely to use non-specialty treatment services with the exception of private health professional care, which showed no significant difference between males and females. Older age generally predicted greater treatment utilization, although individuals 60 years or older compared to 18 to 29 year olds were less likely to use alcohol services in a human services setting. Higher levels of education (versus less than high school) predicted a greater likelihood of receiving treatment from a health professional, but showed no relationship to ER care or human services use. Utilization in drinkers varied little by income; only individuals with yearly incomes of $15,000 to less than $30,000 and $30,000 to less than $75,000 were less likely (compared to < $15,000) to use health professional care and ER care, respectively.
DISCUSSION
The present study documented changes in alcohol services utilization for Whites, Blacks and Hispanics in U.S. general population samples from 1991-1992 and 2001-2002 . We identified changes from 1991-1992 to 2001-2002 in the prevalence of treatment utilization for Whites and Blacks, but not for Hispanics in drinkers and individuals with AUDs. Among drinkers, Whites and Blacks had a higher prevalence of using some alcohol treatment services (i.e., ER and human services) in 2001-2002 versus 1991-1992 . Conversely, Whites with AUDs showed lower rates of overall treatment utilization and the use of alcohol or drug programs, mental health services, health professional care and mutual aid in 2001-2002 compared to 1991-1992. Multivariate tests confirmed increased rates of ER and human services utilization for drinkers in the U.S. population from 1991-1992 to 2001-2002 . These effects of survey year on utilization were constant across ethnic groups. The reasons for these increases in utilization require further investigation. Grant et al. (2004) showed an increase in the prevalence of alcohol abuse between 1991-1992 and 2001-2002 , possibly indicating a higher percentage of drinkers consuming alcohol at risky levels and requiring care related to drinking. Dawson et al. (2004) , for the same 10-year period, reported an increase in the proportion of Whites exceeding weekly drinking limits, but a decrease in the proportion exceeding daily drinking limits. Caetano et al. (2010) reported trend analyses in binge drinking between 1991-1992 and 2001-2002 that showed an increase in the proportion of White, Black and Hispanic men reporting binge drinking once a week or more. The increased utilization of the ER and human services could also mean a shift in the types of services being used by individuals. For example, because ERs in the U.S. provide care for all individuals independent of their health insurance status and ability to pay, if the proportion of uninsured or underinsured in the population goes up, ER visits can also go up (Institute of Medicine, 2003; Institute of Medicine, 2007) . While these explanations are plausible, they may not provide a full account for the increased rates of utilization reported by drinkers and other explanations not considered here are likely.
The decreased prevalence rates of treatment utilization for individuals with AUDs between survey years, 1991-1992 to 2001-2002, diverged from earlier trend studies on treatment utilization. Weisner et al. (1995) reported substantial increases in treatment utilization from 1979 through 1990. Huber et al. (1994) reported a doubling of national spending on specialty alcohol treatment, 1979-1989, from $1.6 billion to $3.8 billion in 1989 dollars. For this study, in multivariate analyses, the odds of ever seeking treatment and of using alcohol services from a health professional and mutual aid were lower in 2001-2002 compared to 1991-1992 in the AUD subsample.
These reductions in alcohol services use for individuals with AUDs may be linked to changes during the 1990s in spending and organization of alcohol treatment services. There was a shift away from spending on inpatient to outpatient treatment services and from private to public spending for alcohol treatment (Etheridge et al., 1997; Mark et al., 2005; Mark et al., 2007; Weisner et al., 1999) . These changes coincided with sizeable decreases in overall treatment utilization and in the use of different service types for private insurance beneficiaries (Mark and Coffey, 2004) . Specialty treatment services showed reductions in utilization for both individuals with public and private insurance coverage (Dayhoff et al., 2000) . Since Whites are more likely than other ethnic groups to have private or employment-based health insurance (Copeland, 2005) , we expected that they would be more susceptible to these spending changes in treatment services. Only Whites with AUDs showed reduced prevalence rates in bivariate analyses for ever seeking help and for utilizing specific alcohol treatment services. However, the effect of survey year on treatment utilization in multivariate analyses did not vary by ethnicity. Explanations for the decline of mutual aid utilization, a free service, are less clear. However, studies conducted with alcohol treatment samples demonstrate a strong link between formal treatment services and AA meeting participation and practices (Arroyo et al., 1998; Kaskutas et al., 1997; Kaskutas et al., 1999; Tonigan et al., 2002) . Declines in formal alcohol treatment services could inadvertently reduce participation in 12-step meetings.
Blacks and Hispanics were identified in multivariate models as being at risk for the underutilization of alcohol services from 1991-1992 to 2001-2002 . We expected that Blacks would be less likely to use private health professional services and Hispanics less likely to use alcohol or drug programs compared to Whites (Schmidt et al., 2007; Substance Abuse and Mental Health Services Administration, 2005; Weisner et al., 2002) . These hypotheses were supported. Blacks in this study were less likely than Whites to use health professional care in drinkers and individuals with AUDs. Hispanics were less likely to use alcohol or drug programs in the AUD subsample and to use help from a health professional for alcohol problems in both samples. The lower utilization of health professional services for Blacks and Hispanics may reflect larger disparities trends in access to care for minority groups. For instance, data from the Agency for Healthcare Research and Quality (2000, February) show that more Blacks and Hispanics than Whites (i.e., 20% and 30% versus < 16%, respectively) do not have a regular source of health care. Additionally for Hispanics, language and other logistical barriers may limit access to alcohol or drug programs. Zemore et al. (2009) identified greater barriers to treatment utilization for Spanish-speaking (versus Englishspeaking) Hispanics in the general population. Schmidt et al. (2007) reported concerns about paying, finding services, and obtaining child care as barriers for Hispanics in obtaining alcohol treatment. These findings are particularly concerning since Blacks and Hispanics are recognized as high risk groups for alcohol-related problems (Chartier and Caetano, 2010) . Mulia et al. (2009) identified Black and Hispanic drinkers as more likely than White drinkers to report alcohol dependence symptoms and social consequences from drinking.
Furthermore, Schmidt et al. (2007) found Hispanics and Blacks with more severe alcohol problems to be less likely than Whites with similar severity to ever use alcohol treatment services. We also showed for the AUD subsample that Blacks and Hispanics had lower odds of ever seeking help than Whites at higher levels of alcohol severity. We found similar interaction effects between ethnicity and severity in predicting the use of human services for Hispanic drinkers, mental health services for Blacks with AUDs, and mutual aid for Hispanics with AUDs. To our knowledge, this is the first study to test the effects of alcohol problem severity on ethnic group differences in treatment utilization for specific alcohol service types. In previous studies, for example, only main ethnic group differences in the use of 12-step meetings were reported (Arroyo et al., 1998; Kaskutas et al., 1999; Schmidt et al., 2007; Tonigan et al., 2002) . However, as hypothesized, mutual aid was the most common service used among Whites, Blacks and Hispanics. This identification of 12-step meetings as the customary alcohol treatment service in the U.S. replicates earlier studies (Kaskutas et al., 1997; Owen et al., 2003; Weisner et al., 1995) . This study's findings should be considered in light of several strengths and limitations. The NLAES and NESARC datasets are large, representative national adult samples drawn from the general U.S. population. They provide significant statistical power for the current analyses. Findings generated from the use of these datasets could be generalized to the U.S. population of drinkers and to the subgroup of individuals with alcohol use disorders. The NLAES survey oversampled Black households and the NESARC survey oversampled Black and Hispanic households; this approach generated an increased number of minority respondents for current analyses. Hispanic households were not oversampled for the NLAES, which may have limited our ability to find treatment utilization trends for Hispanics. The analysis of lifetime rates of utilization also provided an adequate sample size to test ethnic group differences in the use of alcohol treatment services, but treatment episodes could have occurred earlier than the 10-year study period.
Results may not be applicable to such excluded populations as institutionalized adults, military personnel living on-base, and youth under 18 years of age. Findings from this general population sample may also not generalize to alcohol dependent persons in clinical settings. Trends in treatment utilization from 1991-1992 to 2001-2002 are likely not representative of those observed in other time periods. For example, Mark et al. (2007) reported a growth in private insurance spending from 2001 to 2002, in contrast to the prior 10 years. Treatment utilization rates reported for Hispanics in this study may not apply equally to all Hispanic national groups (i.e., Mexican Americans, Puerto Ricans, Cubans, and South/Central Americans). Differences between Hispanic national groups in rates of drinking and alcohol abuse and dependence (Alegria et al., 2008; Caetano et al., 2008; Caetano et al., 2009 ) may suggest within ethnic group variability in alcohol services utilization.
Additionally, alcohol treatment measures available in the NLAES and NESARC made it difficult to examine some trends in alcohol services utilization. Survey differences prevented tests of separate trends in inpatient and outpatient treatment utilization. As well, information about whether a treatment service was privately or publically funded was not available. Social pressure and coercion have been recognized as important contributory factors for treatment use (Weisner et al., 1995; Weisner and Schmidt, 2001) , including for ethnic minority groups, but these measures were not available for testing. There is a strong connection between the criminal justice system (CJS) and alcohol treatment (Horgan and Merrick, 2001; Weisner and Schmidt, 2001 ), but alcohol services could not be clearly linked to CJS through survey data.
In conclusion, this study suggests that changes in the organization and financing of alcohol services in the 1990s may have affected rates of treatment use for Whites, Blacks and Hispanics in the general population. Decreases in alcohol services utilization observed from 1991-1992 to 2001-2002 for individuals with AUDs were contrary to substantial increases in treatment utilization during the 1980s. For this study, drinkers also showed increased ER and human services use for alcohol problems. These changes in treatment utilization between survey years appeared to impact all ethnic groups equally. However, the effect of ethnicity on utilization did vary by level of severity. Blacks and Hispanics at higher levels of severity were less likely to ever seek treatment and to use some alcohol treatment services compared to Whites. Blacks and Hispanics also had lower odds for health professional care. Hispanics were less likely to use alcohol or drug programs. Our findings emphasize the need for further research to identify barriers to treatment for these high risk groups, as well as policy solutions for improving reduced trends in treatment utilization across White, Black and Hispanic ethnicities. Table 1 Socio-demographic characteristics for drinkers and subjects with alcohol use disorders by survey: NLAES (1991 NLAES ( -1992 Trends in the prevalence of alcohol services utilization in a U.S. population sample of White, Black and Hispanic drinkers 
WHITE
Ever sought help 9.93 (0.34) 10978 9.14 (0.37) 8707 
MALES
Table 3
Trends in the prevalence of alcohol services utilization in U.S. Whites, Blacks, and Hispanics with alcohol use disorders Notes: Logistic regressions are main effects models except when the ethnicity*alcohol severity interaction is significant and then interactive models are presented; a p < .01 b p < .05; OR = odds ratio; CI = confidence interval; HS = high school; GED = general equivalency degree; Sep = separated; Div = divorced; Widow = widowed. Notes: Logistic regressions are main effects models except when the ethnicity*alcohol severity interaction is significant and then interactive models are presented; a p < .01 b p < .05 c Non-specialty included alcohol services provided in a medical or human services setting; OR = odds ratio; CI = confidence interval; HS = high school; GED = general equivalency degree; Sep = separated; Div = divorced; Widow = widowed.
MALES
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